Massive small bowel ischaemia or infarction are rare presentations of metastatic carcinoid tumour. Two cases described emphasize that the prognosis in such cases may be better than expected thereby justifying aggressive surgical treatment.
Case reports
Case 1: Routine investigations of a 63-year-old woman with abdominal pain and weight loss were inconclusive. At laparotomy the peritoneum was studded with multiple tumour deposits. No primary was identified. The deposits were metastatic carcinoid tumour. Urinary 5 hydroxyindoleacetic acid (5HIAA) was normal. Twelve days postoperatively she developed severe abdominal pain, guarding and absent bowel sounds. At laparotomy the small bowel excluding the proximal 80 em of jejunum was ischaemic. No mechanical or other cause for the ischaemia was evident. Resection and primary anastomosis was undertaken. There was evidence of thrombosis, embolus or vasculitis. Twentyfour months after the second laparotomy she remains well with no clinical evidence of disease progression.
Case 2: A previously fit 45-year-old woman 'collapsed' with abdominal pain of sudden onset. Clinical examination suggested peritonitis. At laparotomy the majority of small bowel (excluding the proximal 50 em of jejunum and distal 50 em of ileum) was gangrenous. Tumour deposits were evident throughout the mesentery, peritoneum and liver. No primary tumour was identified. Histological findings were similar to case 1. Urinary 5HIAA was raised at 92 /LmoU24 h. She was discharged at 14 days and remains well and symptom free after 10 months.
Discussion
Carcinoid tumours account for approximately 20% of all small intestinal neoplasms and are difficult to diagnose tending to present as a result of their complications or serendipitously. Intermittent intestinal obstruction is a
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A M Bell MB BS FRACS Department of Surgery, City Hospital, Nottingham NG5 lPB Keywords: phosphate enema; colonic perforation Phosphate enemas are in widespread use. There have been several reports of complications associated with their use l -3 , yet the risks are not widely known. A recent incident has common presentation, often related to the marked fibrosis of the mesentery that occurs with metastatic carcinoid tumours as a result of the dense desmoplastic or fibroblastic reaction that they may provoke'. Bowel infarction and ischaemia has been recognized as another presenting feature, originally considered to be due to fibrotic mesenteric changes compromising the vasculature, or due to local compression of vessels by tumour. Anthony and Drury" demonstrated the presence of elastic vascular sclerosis (EVS) -a periadventitial deposition of elastic tissue in 17 of 25 patients with ileal carcinoid, although most were not associated with bowel infarction. Subsequent studies have confirmed the association of EVS with carcinoid tumours. It is suggested that EVS may develop as a result of induction of fibroblasts, or smooth muscle cells by secretory activity of the neoplastic deposits':". It is thought that the presence of EVS may compromise the blood supply to the gut resulting in ischaemia and infarction. EVS was not present in the two cases described. The possibility of ischaemia being caused by intense local vasospasm produced by the secretion of vasoactive amines and peptides from the carcinoid tumour has been suggested, and, although as yet unproverr'", could account for the findings in these two patients. It has been suggested that bowel infarction most commonly occurs in patients with clinical evidence of carcinoid syndrome although case 2 had an elevated urinary 5HIAA.
The presence of long segments of infarcted bowel in patients with evidence of metastatic intra-abdominal neoplasm might imply a very poor prognosis. Successful resection of necrotic bowel and tumour-bearing mesentery has been reported in up to 73% of patients', whilst others have reported a 5-year survival of20-38% depending on the site of metastases", Our two patients support the case for surgical extirpation of ischaemic or infarcted bowel when metastatic tumour is found at laparotomy, but no primary tumour is evident, rather than to assume that the prognosis is so poor that no further treatment is undertaken. lead to this report reiterating the importance of exercising due care with their administration and circumspection with their prescription.
Case report
A 55-year-old woman was admitted as an emergency to the City Hospital, Nottingham with colicky lower abdominal pain. A life-long history of constipation was elicited. Her abdomen was not tender or distended. Plain abdominal radiographs demonstrated marked faecal loading throughout the colon to the rectum. Initial laboratory investigations revealed a normal biochemical and haematological profile. A phosphate enema was administered. The enema had little effect, a repeat phosphate enema was administered through a rectal tube which had been passed blindly into the recto-sigmoid region.
